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The shift of care into an ambulatory setting calls for improved transparency of
quality outcomes across care settings. Past analysis comparing hospitals and ASCs has
focused on patient outcomes, but is limited by issues of risk adjustment. We applied
methods used by CMS in the nursing home setting to standardize facility-level survey
data and measure quality across hospitals and ASCs in West Central Florida. We then
applied a four-point star system, ranking institutions based on aggregate scores. We
found that ASCs are 4.68 times more likely than hospitals to achieve the best rating of 4
stars, whereas ASCs chances of earning 1 star are 78% lower than hospitals. As there was
a wide discrepancy in ratings across individual ASCs and hospitals, state survey data
represents a readily available resource for policymakers to improve consumer interests in
determining their site of care.
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INTRODUCTION

Background
Ambulatory Surgery Centers (ASCs) provide a non-hospital setting for outpatient
surgery that typically does not require an overnight stay. The advent of ASCs burgeoned
in the United States in the late 1970s and early 1980s and has continued to grow since
that time (Reed & Kershner, 1993). Surgical volume at ASCs now represent the majority
of all surgeries performed in the United States with approximately 2 in every 3
procedures taking place in an ASC (Owens, Barrett, Raetzman, Maggard-Gibbons, &
Steiner, 2014; Rohrich & White, 2001). When ASCs were initially growing in popularity,
their credibility, quality, and safety were major obstacles that needed to be overcome for
the facilities to be successful (Reed & Kershner, 1993). ASCs are now accredited through
well-recognized bodies that evaluate their quality (Poole, 1999). Previous studies have
demonstrated the safety of procedures performed in ASCs and their low complication
rates (Chung & Mezei, 1999; Gold, Kitz, Lecky, & Neuhaus, 1989; Warner, Shields, &
Chute, 1993). More recent studies have called this aggregate positive record into question
by studying opportunities for improvement particularly with high-risk populations (De
Oliveira et al., 2015; Fox, Vashi, Ross, & Gross, 2014; Owens et al., 2014).
As a result, the quality of the service ASCs provide is receiving increased
attention. The Centers for Medicare and Medicaid Services (CMS) began a pay-forreporting program in 2012 aimed at collecting consistent quality data from ASCs. With
this program ASCs report quality of care data based on standardized measures in order to
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receive their full payment rate beginning in 2014. At the same time the Agency for
Healthcare Research and Quality (AHRQ) through the American Hospital Association’s
Health Research & Educational Trust (HRET) began the Safety Program for Ambulatory
Surgery, which focuses on surgical safety checklists and education (Aston, 2014). One
major reason for these programs is that, despite ASCs’ low percentage of complication
rates, the sheer volume of procedures they now perform means that the number of
complications is actually quite large (Owens et al., 2014; Raval, Hamilton, Ingraham, Ko,
& Hall, 2011).
The desire for growth in outpatient services will only increase as CMS places cost
constraints on hospital inpatient care through readmission penalties, patient satisfaction
requirements, and a stronger focus on medical necessity (MedPAC, 2012). This, coupled
with improving outpatient reimbursement rates and innovations in surgical techniques
and medical devices, allows for increasingly complex procedures in outpatient
environments (Vesely, 2014). However, patients have few opportunities to evaluate the
quality of a facility where they might be receiving care in both ASC and hospital
environments. This underscores the need for improving quality comparisons between
ASCs and hospitals in order to assist patients in determining the best environment and
facility to receive care.
In Florida, the Agency for Healthcare Administration (AHCA) provides
regulatory oversight for acute care hospitals and ASCs among other healthcare
institutions. As a part of this oversight AHCA conducts regular surveys to certify these
organizations, thus allowing them to obtain and keep the licensure needed to operate.
This review includes regulatory oversight on behalf of CMS to determine whether
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institutions are eligible to receive reimbursement for treating patients covered by CMS.
As such, AHCA is ultimately responsible on both a state and federal level for ensuring
quality standards for ASCs and hospitals in Florida.
Survey findings are provided to the public based on the organization’s evaluation
of hospitals and ASCs. However, the organization does not have a database that
aggregates these findings by deficiency, but rather publishes online reports of findings for
hospitals and ASCs. Aggregating these findings into a user friendly database would be
valuable in further research to assess quality and provide greater transparency in hospitals
and ASCs.
Need for the Study
Since the growth of ambulatory surgery, the challenge of evaluating quality in this
new setting of care has been understood. Christoffel and Loewenthal (1977) compiled a
review of quality measurement in ambulatory care and many of the disparities in
measurement they found are still a concern today. These variations in quality
measurement make it difficult to compare quality among entities.
A major confounding factor when comparing ASCs and hospitals is that ASCs are
more selective of patients receiving treatment (Paquette, Smink, & Finlayson, 2008).
Physicians are more likely to send low-paying and higher-acuity patients to hospital
facilities (Gabel et al., 2008). Winter studied ambulatory surgery patient mix in detail and
found that ASCs see less costly and less acute patients than hospitals (Winter, 2003).
Chukmaitov’s research comparing hospital and ASC quality stands out in this regard due
to its incorporation of risk adjustment models to help control for variation in patient
acuity and selection bias by physicians determining the site of care (Chukmaitov, Devers,
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Harless, Menachemi, & Brooks, 2010; Chukmaitov, Menachemi, Brown, Saunders, &
Brooks, 2008). The body of research comparing hospitals and ASCs illustrates the
difficulty in using data that compare outcomes at the patient-level.
Performing facility-level comparisons using AHCA survey data would help
control for issues with patient variation. Survey data allows for making facility level
comparisons of organizations based on criteria they should be complying with regardless
of the acuity of their patient population. For example, a medication error or blocking a
fire egress should not occur in any care setting regardless of the complexity of care.
Because aggregate databases do not exist for hospital and ASC survey data, prior
research has not relied on such data as a resource. There is, however, considerable use of
similar survey data in another setting—nursing homes (Arling, Kane, Lewis, & Mueller,
2005; Castle, Diesel, & Ferguson, 2010; Kelly, Liebig, & Edwards, 2008). These studies
largely use a standardized scale developed by CMS for surveys conducted on nursing
homes. This scale evaluates the scope and severity of a given deficiency citation and
assigns it one of 12 categories (see Appendix I). Scope and severity evaluations provide
an easily identifiable reference point for activities that cause harm or have the potential to
do so.
Studies have evaluated the application of scope and severity as a quality measure
in the nursing home setting (Arling et al., 2005; Castle, Diesel, et al., 2010; Castle,
Wagner, Ferguson, & Handler, 2010; Hyer et al., 2011; Rowland, Cowles, Dickstein, &
Katz, 2009; Wagner, McDonald, & Castle, 2012). Hyer et al. applies scope and severity
scores as a measure to evaluate nursing home variables, notably staffing, that impact
quality (Hyer et al., 2011). Her method used a composite scoring system established by
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CMS to determine staffing impact on overall quality. If this method of using scope and
severity were applied to hospitals and ASCs it would help to standardize survey data
across the settings for easier comparison.
The need for better measures for quality comparison, particularly in ambulatory
settings, has been recognized by other researchers. Martsolf and colleagues evaluated key
stakeholder opinions on quality measures in an ambulatory setting (Martsolf, Scanlon, &
Christianson, 2013). The perspectives garnered from this research provide insight into the
central characteristics needed in quality measures. Marsolf and team found that key
stakeholders supported the use of composite measures, like scope and severity, for greater
transparency with consumers.
The transparency of the existing survey process for ASCs and hospitals also raises
a number of policy implications, the first of which is access to the information already
being collected during the survey process. The information is available to the public but
provides no frame of reference for an individual to evaluate survey findings for a given
facility. Any type of aggregate information comparing type and number of findings to a
facility’s region or the state as a whole are not publicly available. Severity of a given
finding is also not clearly elaborated upon by the individual conducting the survey.
The primary purpose of the surveys is to ensure safety standards are met to a
degree that an institution retains its licensure and certification and can thus accept
payment for the services rendered. The public availability of the information is provided
as a system of transparency, but it provides little value to consumers in decision making
about a health facility to select for a procedure. Survey reports are written for healthcare
regulators and administrators and thus use a great deal of industry-specific vernacular
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making them difficult for the public to understand. For example, citations related to not
providing patients with discharge instructions or an organization not having completed
H&Ps (history and physicals) prior to surgery may not be understood by a general
consumer. Even if a consumer does understand the language they may not understand the
implications and potential for harm/adverse outcomes as a result of something like a
missing H&P.
Another surveying body, the Accreditation Association for Ambulatory Health
Care (AAAHC) compiles a publicly available report of the most commonly cited
deficiencies (AAAHC, 2014). This report is primarily intended for AAAHC-certified
organizations and potential customers. The most common findings from AAAHC were
all based on CMS standards such as maintenance of systems and equipment, medical staff
governance, and medication reconciliation. AHCA and other surveying organizations do
not provide a similar publicly available report on common deficiencies across hospitals
and ASCs. Currently, no incentives are in place for AHCA to develop this type of
summary document. AAAHC’s data provide a value-add for members to potentially grow
their business, AHCA has no comparable incentive to make a similar investment.
From a health economics perspective the lack of transparency is no accident.
Health related information is a key driver of consumer perceptions of positive health
outcomes (Rice & Unruh, 2009). The imbalance of power between stakeholders leads to
market inefficiency and a lack of transparency (Feldstein, 1989; Kaplan & Babad, 2011).
Healthcare providers generate the demand for services through care guidelines and
provide the supply of services, while the government in addition to providing health
information also generates demand through reimbursement decision making. It is in
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healthcare providers’ interest to continue to control health information provided to
consumers with as little government intervention as possible. The government on the
other hand can enforce transparency, but has a variety of competing interests that inhibit
it including the political process, because it is a provider of health services itself and a
participant through demand setting with reimbursement. Healthcare consumers have the
least amount of power in the market because the lack of information on their part has led
to satisfaction through higher healthcare consumption rather than improved outcomes
(Carman et al., 2010). The only way to shift this imbalance is at the cost of one of the
parties (Feldstein, 1989; Kaplan & Babad, 2011). In the case of survey transparency, if
patients utilized this data in selecting their site of care changes in the system structure
would come at the expense of facilities who have low quality scores as occurred in the
nursing home setting (Werner, Konetzka, & Polsky, 2016).
Without any incentives in the market there have not been any overtures to revise
the system to become more consumer friendly. CMS has added requirements for better
tracking of ambulatory surgical outcomes at the national level with payment penalties for
institutions that do not comply with reporting adverse events (see Appendix II) (CMS,
2012). CMS is also in the process of developing patient satisfaction as a quality measure
for ASCs (Tavenner, 2013). It is anticipated that these systems ultimately will be used to
stratify outpatient surgery facilities into quality performance levels, financially penalizing
those facilities that are at the bottom of the curve. Nevertheless, this system does not
provide a mechanism for comparing more complex, composite measures of quality across
settings.
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The policy goal of improved survey transparency cannot be realized without a
marketplace that will implement the proposed measurement system on a wider scale. One
major stakeholder, however, is incentivized to improve consumer transparency and that is
insurance providers. Insurers have begun providing tools on facility quality to plan
members in order to improve outcomes and reduce costs by lowering current and future
demand for services based on ratings. These tools provided by insurers have included
aggregated public information presented in a consumer friendly format (Abney &
Rubino, 2006; S. Chen, Karaca‐Mandic, & Levin, 2012).
Consumers themselves represent another barrier to improving transparency.
Studies have found that consumers do not utilize the health information provided to them
even when it is in their own best interest (Barnes, Hanoch, & Rice, 2015; S. Chen et al.,
2012; Hanoch & Rice, 2011). This is supported by the concept of rational ignorance;
because of the way the marketplace is set-up, it is time consuming and difficult for
consumers to obtain health information in an easily digestible format, whether for
personal or societal benefit (Dolan, Olsen, Menzel, & Richardson, 2003; Sinaiko &
Rosenthal, 2011). Yet there is a precedent for change in this system; consumer interest in
transparency can potentially drive the development of an improved system for providing
quality care, as occurred in the nursing home setting (Castle, Diesel, et al., 2010).
Within the existing system one major determinant of consumer interest in health
information is whether they have a high-deductible plan (J. Chen, Rathore, Radford, &
Krumholz, 2003). The rise in high-deductible plans under the Affordable Care Act is
helping to drive the consumerization of healthcare and improve consumer interest in
health transparency (Berwick, Nolan, & Whittington, 2008; Haeder & Weimer, 2015;
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Hilsenrath, Eakin, & Fischer, 2015). This trend along with payor cost cutting may
provide the support needed to further survey transparency efforts from a policy
perspective.
Studies have drawn positive correlations between survey results and quality
outcomes (J. Chen et al., 2003; Griffith, Knutzen, & Alexander, 2002). These studies also
emphasize the need for a stronger focus on health outcomes. Adoption of scope and
severity measures would provide surveying bodies with a step toward more outcomesfocused surveys. Scope and severity criteria set forth by CMS for nursing homes
represents a well-established method for assigning a weight to a given quality deficiency.
Applying these measures to hospitals and ASCs would improve the transparency of
survey outcomes. Additionally, scope and severity provides a method for standardizing
survey findings. This standardization would assist in making quality comparisons
between hospitals and ASCs. Because this comparison would occur at the facility level it
would also avoid the issue of risk adjustment that has affected studies comparing
hospitals and ASCs using patient-level data in the past.
Problem statement
The increasing shift of care into an ambulatory setting calls for improved
transparency of quality outcomes in hospitals and ASCs; application of scope and
severity measures to AHCA hospital and ASC survey findings provides a method for
standardizing facility-level comparisons to measure quality. The purpose of this study is
to determine if there is variation in quality outcomes between hospitals and ASCs as
measured by the scope and severity of deficiencies cited during AHCA regulatory
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reviews. Secondarily, if variation exists, the study will determine if this is explainable
through facility characteristics.
Research question
Are there variations in quality between hospitals and ASCs as measured by survey
deficiency data? If so, are these variations explained by size (volume) or belonging to a
health system?
Population
On-site surveys are conducted for all hospitals and ASCs practicing in the state
regardless of payor. This study population is limited to hospital and ASC healthcare
facilities only. The population includes all hospitals and ASCs in Central West Florida
that were surveyed for state and federal accreditation and certification during 2014.
Counties included in Central West Florida include Citrus, Hernando, Pasco, Pinellas,
Hillsborough, Manatee, Sarasota, and DeSoto. AHCA does not survey or report survey
data on closed facilities, long and short term psychiatric facilities, VA Hospitals,
Inpatient Residential Treatment Facilities (IRTFs), Inpatient Rehabilitation Hospitals, or
Military Hospitals (AHCA, 2015). All other facilities in operation are surveyed each
calendar year, and thus most non-government run ASC and Acute Care Hospital facilities
in operation in Central West Florida during 2014 are included in the study population.
Data on psychiatric, rehabilitation, long-term acute care, children’s hospitals, and
pediatric ASCs were excluded from the study group due to their unique patient
populations. The study includes hospitals of all sizes and specialized ASC’s such as
endoscopy, eye, and spine focused surgery centers. Facilities that opened or closed were
included in the study population if they were in existence for the full 2014 calendar year.
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Facilities that did not receive any citations (no violations found) are also included in the
study.
Assumptions
An assumption made by this study is the consistent organization and application
of on-site surveys by AHCA. This consistency needs to exist across both ASCs and
hospitals in order to make adequate comparisons across each entity. CMS and AHCA
provide clear guidance on the regulatory requirements for facilities, although variation
may exist in how specific on-site surveyors cite violations. This study assumes that any
variation in application of the standards is minimal, and if not, it would be uncovered in
the data collection and analysis process.
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REVIEW OF THE LITERATURE

Studies were reviewed in a variety of areas related to the current research
question, including studies focused on ambulatory surgery center quality, hospital
surgical quality, application of scope and severity measures in nursing homes, and
regulatory survey validity. Major premises addressed in the research include research
comparing hospital and ASC quality, studies evaluating survey data as a quality measure,
studies that applied scope and severity in their methods, and studies reviewing the health
policy implications of surveys and accreditation. Additional themes include the
theoretical framework, instruments and design used by key authors.
Methods
Studies were compiled using a variety of search terms through Medline. Search
terms focused on four distinct topics relevant to the current study’s areas of interest
including terms related to hospital and ASC quality, use of regulatory surveys to measure
quality, application of scope and severity, and policy implications of quality transparency
and regulatory surveys. Search terms for hospital and ASC quality included “Quality of
Health Care and Ambulatory Surgery,” “Ambulatory Surgical Procedures and Quality
and Safety,” “Surgicenters/st [Standards] and Safety,” “Ambulatory Surgery and
Mortality,” and “Ambulatory Care and Quality Outcomes.” Search terms for regulatory
surveys included “Accreditation and Quality Outcomes,” “Accreditation and Quality
Indicators” and “Quality Indicators and Joint Commission Accreditation.” Scope and
severity was searched using the terms “Scope and Severity and Nursing Home,” “Nursing
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Home Accreditation,” “Nursing Home Deficiency,” and “Long-term Care and
Accreditation and Quality.” Policy implications were searched through “Ambulatory
Surgery and Health Policy,” “Health Policy and Accreditation,” and “Regulations and
Quality and Surgery.”
Further research was uncovered through an evaluation of the literature in key
studies relevant to the research. Literature from more recent research such as that
conducted by Shapiro and Owens was used to find relevant studies for surgical quality
outcomes (Owens et al., 2014; Shapiro, Everett, & Urman, 2014). Additionally, key
authors who were themselves cited extensively and who carried out multiple studies
relevant to the current research were also reviewed to understand their key sources. These
included Chukmaitov for comparing hospital and ASC quality outcomes, Fleisher for
surgical outcomes, Castle for use of scope and severity in nursing home research, and
Scrivens for accreditation and health policy (Castle, Engberg, & Men, 2007; Chukmaitov
et al., 2008; Fleisher, Pasternak, Herbert, & Anderson, 2004; Scrivens, Klein, & Steiner,
1995).
Comparing Hospital and ASC Quality
In studies that made direct comparisons between freestanding ASCs and hospitals,
there was general consensus that freestanding ASCs operate more efficiently with less
time at all steps in the process (Cullen, Hall, & Golosinskiy, 2009). Evaluations by
Grisel, Hair, and Trentman use time intervals for like-cases to demonstrate that
freestanding ASCs operate more efficiently (Grisel & Arjmand, 2009; Hair, Hussey, &
Wynn, 2012; Trentman, Mueller, Gray, Pockaj, & Simula, 2010). There are a number of
issues with using this method, however, namely that ASCs are known to select lower-risk
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patients and less complicated outpatient procedures (Winter, 2003). However, the
consistency of findings across studies and the high degree of variation in time intervals
lead Hair to conclude that “despite the limitations, our study adds to the evidence that
ambulatory surgeries performed in freestanding centers are more efficient than surgery
performed in hospital-based centers” (Hair et al., 2012, p. 27).
Efficiency, particularly when reviewing case time, is an important measure when
comparing quality outcomes between ASCs and hospitals. In addition to the cost
implications, greater efficiency and lower case lengths are positive from a quality
perspective (Grisel & Arjmand, 2009; Hair et al., 2012; Trentman et al., 2010). Longer
case lengths are associated with higher risk of infection, longer length of stay, and
increased mortality (Monk, Saini, Weldon, & Sigl, 2005; Procter, Davenport, Bernard, &
Zwischenberger, 2010). As such, freestanding ASC efficiency over hospitals is a positive
quality indicator.
Chukmaitov has performed a number of studies evaluating the implications of
volume on quality (Chukmaitov et al., 2010). His findings support the idea that greater
procedural volume through specialization leads to better outcomes. However, there is a
certain balance here, because his 2010 study demonstrated that this volume increase and
specialization improved quality outcomes at a diminishing rate suggesting that this
diminishing rate actually leads to poorer quality outcomes with hyper-specialization
(Chukmaitov et al., 2010). Theoretically, this is due to physician overconfidence; these
hyper-specialized centers are more likely to take on higher-risk patients who might be
more appropriate for lower risk treatment.
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At face value, Chukmaitov’s work would imply that ASCs, which are more likely
to be specialized, would have better overall quality outcomes (Casalino, Devers, &
Brewster, 2003). However, Chukmaitov found in a 2008 study that quality outcomes for
hospitals and ASCs actually vary based on procedure type (Chukmaitov et al., 2008). The
breakout of quality outcomes by procedure support two major contributing factors: The
first is the already discussed higher specialization of freestanding ASCs, and the second
is that hospital resources improve quality. Hospitals are more likely to have resources to
decrease the likelihood of unplanned hospitalization through personnel and specialists.
They are also more likely to have system-wide quality and safety resources and programs
(Chukmaitov et al., 2008).
Fleisher’s research supports the importance of available resources and the careful
selection of the site of care based on location of care limitations (Fleisher et al., 2004).
He found that mortality rates and unplanned hospitalizations were a significant problem
with growing outpatient surgical volumes and increased surgical complexity. According
to Fleisher, “The accelerated pace at which more complex procedures are being
performed in locations increasingly removed from sophisticated support facilities”
required a more in-depth review of variations by procedure and patient type (Fleisher et
al., 2004). Fleisher later developed an index to help screen patients for the appropriate
setting of care for surgical procedures (Fleisher, Pasternak, & Lyles, 2007). Use of a
screening tool like this for ambulatory care was also supported by other research in a
hospital setting for day-surgery (Mathis et al., 2014). Thus, the higher resource
accessibility at hospitals contributed to improved quality of service at their facilities.
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A number of other studies comparing ASCs and hospital quality outcomes clearly
showed fewer complications and adverse events at ASCs (Grisel & Arjmand, 2009;
Paquette et al., 2008). However, a major confounding factor when making this
comparison is the previously discussed selection bias at ASCs (Gabel et al., 2008;
Paquette et al., 2008; Winter, 2003). The challenge then becomes how to adequately
compare ASCs and hospitals given the variation in patient acuity. Chukmaitov felt that he
adequately controlled for acuity variability using a complex risk adjustment software in
his studies (Chukmaitov et al., 2008).
In addition to controlling for acuity, researchers face a number of other challenges
when comparing ASCs and hospital quality outcomes. Data availability remains a major
issue because some states are not participating in federal data repositories like HCUP and
have little detailed information available on outpatient surgery and outcomes (HCUP,
2014). A barrier also exists with federal databases and states that compile this data; they
typically have limited ability for researchers to determine secondary diagnoses of patients
in order to control for acuity and risk factors from co-morbid conditions such as Human
Immunodeficiency Virus or HIV (Chukmaitov et al., 2008).
Unexpected hospital admissions following outpatient surgery are another common
measure to identify quality outcomes easily (Awad & Chung, 2006; Chung & Mezei,
1999). Fox determined that unexpected post-surgical ambulatory hospital admission rates
were 30 times greater within seven days of surgery versus direct hospital transfer rates
from the ambulatory setting (Fox et al., 2014). Fox’s results emphasized the importance
of study design and the need for a closer look at quality in outpatient settings. However, a
number of confounding factors existed in these research studies. The very low number of
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incidences of mortality and unexpected hospitalizations could lead to errors in
extrapolation due to the small sample size (Fleisher et al., 2004). Generally, most of the
comparative issues deal with a lack of detailed data nationwide on ambulatory surgery
outcomes, which could be overcome through facility comparisons with regulatory survey
data.
Regulatory Surveys and Quality
Much of the research on ASC and hospital quality related to survey findings as a
quality instrument focused on the structure of surveys and history of Medicare-certified
surveying bodies such as The Joint Commission or the Accreditation Association for
Ambulatory Health Care (Crosby, 1982; Jost, 1994; Saufl & Fieldus, 2003). Other
research, much of it led by Braithwaite and Greenfield, focused on the validity of survey
findings as they relate to patient quality outcomes, with research largely supporting
survey processes and findings correlating with improved quality outcomes for patients,
but with criticism that the surveying bodies did not account for other measures that
impact quality (Braithwaite et al., 2010; J. Chen et al., 2003; Greenfield & Braithwaite,
2008; Griffith et al., 2002; Schmaltz, Williams, Chassin, Loeb, & Wachter, 2011).
Shapiro’s research provided an overview of the evolution of quality measurement
in ambulatory surgery centers by finding an increasing focus on CMS quality measures
through value based purchasing (Shapiro et al., 2014). Despite all of this research, there is
little empirical evidence to associate state and CMS survey findings with quality.
Menachemi, however, conducted a study using AHCA data in Florida to compare
accredited (AAAHC and Joint Commission) and non-accredited ASCs (accredited by the
state not an outside body) and found no systematic differences in quality of care between
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the organization types (Menachemi, Chukmaitov, Brown, Saunders, & Brooks, 2008).
Thus, it is reasonable to infer that strong performance on state and CMS surveys indicates
the same quality as that of the accrediting bodies that CMS certifies.
Application of Scope and Severity
The use of scope and severity in the literature is limited to studies related to
nursing homes because this is the only healthcare entity where surveyors are required to
assign a health inspection score. Scope and severity are used as a measure of quality in a
number of studies to evaluate staffing levels, the appeals process, and Medical Director
Certification among other factors (Hyer et al., 2011; Mukamel et al., 2013; Rowland et
al., 2009). In each of these studies scope and severity was used as the researcher’s key
measure of quality for each area of interest.
Scope and severity have also been evaluated for reliability through a study by
Lee, Gajewski, and Thompson, who assessed reliability by having two sets of surveyors
assign values to the same findings. The researchers compared scope and severity ratings
from two survey teams for the same citations at the same sites (Lee, Gajewski, &
Thompson, 2006). The results demonstrated that, although variation existed on specific
findings, the surveys were highly reliable when looking at the findings in aggregate,
particularly for number of deficiencies and number of high level deficiencies.
Another major finding in the research with scope and severity ratings is
significant variation across states (Castle et al., 2007; White & Hurd, 2006). Antonova
and Zimmerman (2012), however, developed a scope and severity index (SSI) using a
weighted system that addressed this variation across states and, thus, created greater
consistency when using scope and severity to analyze quality. Most other studies avoided
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interstate comparisons, instead focusing on a particular state or looking at data nationally
to avoid issues with the datasets.
Regulatory Surveys and Health Policy
From a regulatory perspective, CMS has increasingly scrutinized outpatient
quality due to its high volume and changing reimbursement strategies by CMS from
volume-based to value-driven (Aston, 2014; Herman, 2014; Kutscher, 2012). This has led
to the introduction of patient satisfaction as a quality measure in outpatient care, as well
as questions about accreditation adequacy for outpatient surgery (Rohrich & White, 2001;
Tavenner, 2013). Most research on health policy and quality deals with regulatory
appropriateness with a strong focus on accreditation and survey review and the
correlation to patient outcomes (J. Chen et al., 2003; Griffith et al., 2002; Jost, 1994).
Thus, much of this research has related more heavily to patient satisfaction and other
public reporting initiatives than accreditation surveys (Bishop, Federman, & Ross, 2012;
Merrill & Laur, 2010).
There is some research on the impact of accreditation on quality, which generally
emphasizes the importance of transparency and the shortcomings of accreditation to
resolve systemic health issues. Nunes argued that from a policy perspective facilitating
transparency through healthcare regulation improves health outcomes (Nunes, Brandao,
& Rego, 2011). Lapetina came to a similar conclusion when evaluating ASCs and
accreditation impact (Lapetina & Armstrong, 2002). Other researchers have critiqued the
approach of compulsory accreditation as a regulatory compliance function, versus an
opportunity for performance improvement (Scrivens et al., 1995; Touati & Pomey, 2009).
They also have emphasized the limitations of the accreditation process in addressing
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broader systemic issues in quality such as funding and staffing appropriateness (Tilson,
2008). The use of a ratings system like scope and severity would assist in bridging the
divide in the research by offering a mechanism for enforcement through transparency of
quality as opposed to strict regulation.
Given this information, it is important to understand the evolution of the
accreditation process toward providing public transparency on healthcare organization
quality as opposed to only offering guidance on organizational improvement (Scrivens,
1998). Much of this evolution has occurred due to criticism of accrediting bodies like The
Joint Commission. Public transparency is seen as a necessary check to ensure that
accrediting organizations are appropriately monitoring quality (Moffett, Morgan, &
Ashton, 2005). Leonardi conducted research on hospital comparison website utility in
determining quality sites of surgical care and concluded that government and non-profit
websites provided the best information, although the quality measures they reported were
suboptimal (Leonardi, McGory, & Ko, 2007). Implementing scope and severity criteria
and making the data publicly available can assist in improving transparency and help
consumers make informed decisions about the quality and safety of the care they will
receive.
Theoretical Framework
The theoretical frameworks presented in the various studies comparing hospitals
and ASCs largely focus on the variation in efficiency and resources across each setting of
care. Those that hypothesize better care in hospital-based settings cite resource
availability and robust quality management programs as potential reasons for improved
quality in this setting (Chukmaitov et al., 2008). Studies that found improved quality in
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ASC settings concluded this was due to efficiency and specialization (Grisel & Arjmand,
2009). Theories presented include improved quality in ASCs due to patient selection,
increased procedural volume, specialization, newer facilities, and better staffing.
Researchers also have presented theories for improved quality in hospitals with
availability of intensive resources, more robust quality management and monitoring
programs, and increased procedural volume. The studies largely had the same purpose,
i.e. to compare quality across ASCs and hospitals covered by or based on patient
outcomes or a specific procedure type.
Among studies related to the survey and accreditation process, the theoretical
framework typically related to the reliability or validity of the survey process of the
measure used by different surveying bodies (J. Chen et al., 2003; Griffith et al., 2002; Lee
et al., 2006). The reasoning behind this framework had to do with variation among
surveyors in the previous literature, and the use of structured measures versus process and
outcome measures as a function of quality. The purpose of these respective studies was to
determine if the survey process was reliable, valid, and associated with quality. The result
of these studies found that surveys largely functioned to measure the suitability of a
facility for continued operations.
The difficultly in identifying quality as structured, process, or outcome measures,
particularly in the ambulatory setting, was identified during the growing period of
ambulatory healthcare in the late 1970’s (Christoffel & Loewenthal, 1977). As discussed
with the studies on surveys and accreditation this dilemma for establishing a theoretical
framework for quality continues today. The use of composite measures attempts to

Survey Deficiency Data as a Quality Measure for Hospitals and ASCs in Florida

22

remedy this variation in quality measures while also providing benefits with public
transparency (Martsolf et al., 2013).
On the policy side, the framework of the various studies focused on the impact of
regulatory involvement in healthcare, namely accreditation, on patient outcomes.
Generally, the literature has emphasized the importance of transparency and a focus on
performance improvement, as opposed to compulsory requirements (Moffett et al., 2005;
Scrivens, 1998). One result of the research was that, by and large, accreditation was
deemed a legitimate tool or means to improve quality.
Instruments
Prior studies have focused on measuring quality at either the procedural or patient
level. Patient-level instruments have focused on measuring quality in terms of adverse
outcomes including mortality, expected ratios of morbidity, and acute care use after
discharge (Chukmaitov et al., 2008; Fleisher et al., 2004; Fox et al., 2014; Raval et al.,
2011). Procedural-level instruments have used time intervals to measure quality as an
outgrowth of efficiency, because longer case lengths are associated with a higher risk of
infection, a longer length of stay, and increased mortality (Procter et al., 2010; Trentman
et al., 2010). One exception was Martsolf who conducted semi-structured interviews and
an open coding scheme to uncover key components of quality measures in an ambulatory
setting (Martsolf et al., 2013).
No studies were found that used facility-level measures or survey outcomes as
measures to compare quality in hospitals and ASCs. Some studies have reviewed patient
outcomes (e.g., following specific protocols, adverse events, 30-day mortality) with nongovernment accrediting bodies, finding that accredited facilities have better quality (J.
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Chen et al., 2003; Lapetina & Armstrong, 2002). Presumably CMS accreditation surveys
have not been used in research as an instrument to measure quality because they do not
carry any weight, and looking at gross numbers of violations could be misleading (e.g.,
one medication error could be more severe than five life safety violations, because one
caused harm and the other only had the potential to cause harm).
CMS surveys are, however, used as an instrument to compare quality in the
nursing home setting where weights are assigned using scope and severity measures.
Researchers regularly utilize CMS survey outcomes as a measure of quality to compare
nursing homes at the facility level (Castle, Wagner, et al., 2010; Hyer et al., 2011; Kim,
Kovner, Harrington, Greene, & Mezey, 2009). Researchers also have validated the utility
of using survey deficiency findings as an instrument for measuring quality in this setting
(Castle, Diesel, et al., 2010).
The Scope and Severity Index created by Antonova and Zimmerman offers an
instrument for quantifying scope and severity measures for analysis (Antonova &
Zimmerman, 2012). The authors used a Delphi technique to assign numeric weights to
scope and severity. Convergent validity and predictive validity were evaluated by testing
correlation in two well researched areas, staffing and denial of payment (Antonova &
Zimmerman, 2012). This index offers a valid measure by which scope and severity can
be quantified for comparison of hospitals and ASCs in a new study. The scoring system
established by CMS for scope and severity utilized by researchers like Hyer offers
another method for comparing hospitals and ASCs, but this method does not overcome
issues with making cross-state comparisons of facilities (Hyer et al., 2011).
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Study design
Most studies comparing hospitals and ASCs used patient-level outcomes as their
key measure; thus, data were largely derived from large archival sources, and statistical
analyses were applied to uncover key characteristics affecting patient outcomes. State
Healthcare Cost and Utilization Project (HCUP) and Medicare claims data were
commonly used during analysis (Chukmaitov et al., 2008; Fleisher et al., 2004; Fox et al.,
2014; Hair et al., 2012; Hyer et al., 2011; Paquette et al., 2008). Other sources of analysis
included private databases (e.g., Solucient and the Joint Commission) and individual
hospital data (Griffith et al., 2002; Grisel & Arjmand, 2009; Raval et al., 2011; Trentman
et al., 2010; Wagner et al., 2012). Also, studies commonly applied risk adjustment
models, such as the Charlson comorbidity index (Fleisher et al., 2004; Paquette et al.,
2008). Most studies used a combination of chi-square tests and regression to compare
quality across hospitals and ASCs. One exception was Grisel, who compared facilities
based on a series of organizationally collected quality metrics (Grisel & Arjmand, 2009;
Martsolf et al., 2013).
Conclusions
None of the studies had a design using CMS or accrediting body survey data to
compare ASC and hospital quality. Survey data have been used to demonstrate improved
quality in accredited organizations and to compare quality in nursing home settings, but
not in ASC or acute care settings. The literature supports the validity of using scope and
severity measures to compare quality given their current use in nursing home-related
research (Castle, Wagner, et al., 2010; Hyer et al., 2011; Wagner et al., 2012).
Additionally, research supports that fewer facility deficiencies in other survey settings
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(i.e., The Joint Commission) are a good indicator of improved patient outcomes (J. Chen
et al., 2003).
Using CMS survey data also overcomes many of the limitations in the existing
research. Issues with ambulatory data availability and risk adjustment are not factors
when using survey data because the unit of comparison is the facility rather than the
patient or procedure. In Florida the CMS surveying organization, AHCA, carries out
quality surveys on all healthcare organizations including hospitals, ASCs, and nursing
homes. Thus, ASC underreporting is not a concern.
Hypotheses
The literature supports the need for additional research on quality at hospitals and
ASCs. It also shows a gap in the availability of a composite score to offer a method for
easier comparison. A composite score by extension provides greater transparency in the
regulatory and accreditation process because it offers a simple measure to evaluate the
quality of care and environment of care offered at a facility. Thus, the current research is
based on testing the nulls of the following hypotheses:
Hypothesis H1. There is no variation in quality between hospitals and ASCs
Hypothesis H2. Larger facilities have no better health inspection scores than do
smaller facilities
Hypothesis H3. Hospitals and ASCs that belong to health systems do not have
better health inspection scores than independent facilities
Hypothesis H4. Hospitals do not have a better health inspection score than ASCs
Rationale for hypotheses. Existing research is mixed when comparing quality
across hospitals and ASCs, however, the structure and patient populations of the different
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entities is likely to lead to variation in the quality offered at each entity. Research also
supports that organizations with higher volume have better quality outcomes, and it is
expected this will hold true when looking at the survey outcomes as a quality measure
(Chukmaitov et al., 2010).
Publications from other surveying bodies, like AAAHC, have supported that the
majority of citations are for life safety issues at the client organizations (AAAHC, 2014).
Thus, it is likely that hospitals will have an overall higher volume of citations than ASCs
because they maintain larger services and have a more complex environment of care.
However, it is also probable that they have a smaller proportion of violations related
directly to surgery than do ASCs because all ASC violations are related to surgery,
whereas hospital violations can be in non-surgical areas. Similarly, hospitals and ASCs
that belong to health systems are more likely to have better support systems in place to
ensure compliance. Thus, due to the large support structure for quality improvement in
hospitals they are likely to have fewer serious violations for scope and severity and a
lower overall health inspection score versus ASCs.
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METHODOLOGY

Research Design
Aggregation of survey findings into a database represents a key step in improving
the research effectiveness of AHCA surveys conducted in hospitals and ASCs. Survey
measures of scope and severity of an identified deficiency are necessary to rate survey
findings appropriately and to compare quality across institutions. In the current study,
scope and severity are rated using a health inspection score following the Nursing Home
Compare guidelines (CMS, 2015c). The current study initially involves aggregating
AHCA data on hospital and ASC facilities for a single region to ensure manageability of
the manual data collection. The single area chosen was Central West Florida given high
density of facilities offered within the region. Major cities within this area include
Tampa, St. Petersburg, and Sarasota. The deficiency findings from the data were
weighted using CMS scope and severity criteria. The weights provided for deficiencies
were then ranked and used to compare hospitals and ASCs as a measure of quality.
Operational Definitions
The hospital deficiencies databased includes information spanning approximately
18 months with a 6 month waiting period to certify results and the ambulatory surgery
deficiency database includes survey findings from 2007 through 2015. Thus, the only full
year available for comparison across both databases is 2014. Both deficiency databases
include descriptors to identify whether the facility was for-profit or not-for-profit, as well
as the accrediting body of the organization. Additional descriptors can also be included
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for freestanding ASCs that were not available for hospitals including number of operating
rooms and number of recovery beds. AHCA’s query tools (FloridaHealthFinder.gov) can
provide volume and charge data for hospitals and ASCs as a proxy for size (see Appendix
III). These various descriptive characteristics served as the key variables to determine if
they contributed to a difference in quality between ASCs and hospitals. Other variables
related to the cited deficiencies are discussed as a part of data set construction.
Sample Selection
Data can be collected from a variety of sources to create a viable database for
comparison of survey findings (see Appendix III). The two primary databases used to
compile information for the current study are AHCA’s hospital statement of deficiencies
database and AHCA’s ambulatory surgical center statement of deficiencies database both
retrievable through FloridaHealthFinder.gov (AHCA, 2015). Both data sets provide
survey findings that are individually retrievable from each hospital; however, the data are
not in aggregate, for each violation date. The hospital database provides this information
in uploaded text files in the system, and the ASC database provides this information
broken out at the Fire/Life/Safety or Standard level based on a scanned portable
document file (PDF) of the original handwritten form. The ASC data includes the original
form 3020-001 statement of deficiency for state regulation and the form 2567 statement
of deficiency for federal regulations, which were filled out by hand by the lead surveyor
who conducted the review at the facility.
Additional data elements can be obtained from AHCA’s Florida Ambulatory
(Outpatient) Surgery Centers’ facility descriptor database and their Ambulatory
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(Outpatient) Surgery comparison query tool. Data on facility closures is available on the
FloridaHealthFinder.gov (see Appendix III).
Instrumentation
On-site surveys for AHCA are performed by the Division of Health Quality
Assurance (HQA) Bureau of Field Operations. The offices covering Central West Florida
include the Alachua, St. Petersburg, and Ft. Myers field offices. These offices manage the
on-site surveys for all the facilities compiled in the dataset. Surveyors from the offices
make evaluations at prescribed intervals for ASCs and hospitals in their region based on
conditions of participation (hospitals) and conditions of coverage (ASCs) outlined by
CMS (see Appendix IV). They are also obligated to investigate facilities following any
patient complaints filed with the state. These complaint investigations appear in the
survey database along with the regularly scheduled surveys, although it should be noted
that instances where there are no findings only a date and form verifying that no
deficiencies were identified is included in the state database.
The survey process for hospitals and ASCs follows CMS’ state operations
manuals for inpatient hospitals and ASCs, respectively. These documents outline key
components of the survey process including the size and composition of the survey team,
preparation and introduction for on-site time, sampling method for patient records and
observations, conducting observations, conducting interviews, reviewing documentation,
and other factors. The documents also outline the reporting process including the
validation process, note structure, team communication, deficiency identification and
written format for the survey findings. Survey findings are documented in a standardized
format following CMS guidelines and follow a uniform citation code for life safety and
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standards level deficiencies. Detailed sampling and survey organization methods are
discussed in these over 500-page instruction manuals to ensure validity and reliability of
the survey process, for example the sampling method for inpatient records is as follows:
“Select the number of patient records for review based on the facility’s average
daily census. The sample should be at least 10 percent of the average daily census,
but not fewer than 30 inpatient records. For small general hospitals (this reduction
does not apply to surgical or other specialty hospitals) with an average daily
census of 20 patients or less, the sample should not be fewer than 20 inpatient
records, provided that number of records is adequate to determine compliance.
Within the sample, select at least one patient from each nursing unit (e.g.,
med/surg, ICU, OB, pediatrics, specialty units, etc.). In addition to the inpatient
sample, select a sample of outpatients in order to determine compliance in
outpatient departments, services, and locations” (CMS, 2015a).
CMS also provides guidance for validating deficiency findings through
confirmation of found deficiencies within the surveyed organization and through a
detailed review prior to the official survey report. Hospitals and ASCs can dispute survey
findings while surveyors are on-site and after report publication; CMS is obligated to
resolve these disputes in the final report findings. Final report findings are publicly
available information and are the source for the databases used in this research.
AHCA follows the state operations manuals for the survey findings included in
the database. Surveys are conducted annually for life safety codes in the state. Hospitals
and ASCs that are accredited by a CMS’ certified accreditation body are not subject to
annual Standards surveys by AHCA. However, AHCA does perform Standards surveys
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on hospitals and ASCs as a part of validation surveys that are conducted randomly to
verify accrediting body findings, as well as for patient complaints filed with the state or
CMS. All of the hospitals in the dataset are accredited by either The Joint Commission or
DNV, and thus none of them were subject to a separate annual Standards survey. All but
three of the ASCs were accredited by either The Joint Commission or AAAHC with only
one of those having violations related to their annual Standards survey.
The survey methodology followed by AHCA has limitations. Because annual
Standards surveys are not conducted on accredited facilities the number of deficiencies
that are more severe on a scope and severity scale are more limited than might occur if
privately accredited facilities were included. Presumably more patient complaints are
filed with organizations that have greater quality problems; however, no research exists
to confirm this speculation. Thus, complaint surveys may not be appropriately distributed
and could skew quality data. Nevertheless, the survey process is highly structured and
scrutinized given the high stakes of survey outcomes (e.g., poor surveys can lead to
facility closure). The surveys are also the best resource available for making institutional
comparisons and avoiding the many issues in patient-level comparisons previously
discussed. Overall, the shortcomings of the instruments used in the data collection
process are outweighed by the mechanisms to control for validity and reliability imposed
by CMS and by extension AHCA.
Data Collection
When compiling information from AHCA’s hospital deficiency database the data
can first be sorted by county and city to identify hospitals in the Central West Florida
area (county or city). Basic data elements can be transcribed from this database including
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hospital name and location (address). Additionally, detailed survey information can be
transcribed from this database including date/year of violation, violation code or tag
number, code description, whether the code was state or federal, detailed description of
code violation, whether the violation involved perioperative services, and whether it
included detailed observations from the inspector regarding the perioperative findings.
For the ASC deficiencies, data also can be sorted by county and city to identify
ASCs in Central West Florida. Basic data elements including the ASC name and address
can be obtained from this database. Specific survey information also can be pulled from
this database including date/year of the violation, violation code or tag number, code
description, a detailed description of the code, and whether the violation was a
Fire/Life/Safety or a Standards issue.
Once the deficiency data was collected into the database, the other data resources
such as AHCA’s query tool were used to fill in additional variables in the newly
constructed database file. Because facility names and addresses are consistently available
across databases, there is little possibility of confusion among facilities. A quality
assurance mechanism was implemented to ensure data accuracy, given the amount of
information that was transcribed from existing AHCA data sources. The primary
researcher had the data randomly spot-checked by a research assistant to ensure accuracy.
Any errors were corrected, and additional random checking occurred until no errors were
discovered.
Data Set Description
Data for the newly developed database was derived from publicly available
archival sources for 2014. The core deficiency data was compiled from AHCA’s
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deficiency database for hospitals and for ASCs. Additional descriptor data was compiled
from AHCA’s query tool as previously described.
The dataset was organized according to the key variables that were collected
through the aggregation process, as summarized in Table 1.
Table 1. Key variables and their definitions.
Variable

Definition

Accrediting Accreditation is an “evaluative process in which a healthcare
Body

organization undergoes an examination of its policies, procedures and
performance by an external organization ("accrediting body") to ensure
that it is meeting predetermined criteria. It usually involves both on- and
off-site surveys” (CMS, 2015d). Accrediting bodies for hospitals and
ASCs include The Joint Commission (hospitals and ASCs), Det Norke
Veritas Healthcare or DNV (hospitals), and AAAHC (ASCs).

Closure

The facility is no longer licensed to render services as deemed by
AHCA.

For Profit

Whether a hospital is classified as exempt from federal income and other

Status

taxes (not for profit) or is investor owned with profits distributed to
shareholders (for profit).

Location

Street address of the facility to ensure separation between similar names
and that its service location falls within Central West Florida.
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Population

Use of Rural-urban commuting area codes (RUCA) developed by the US

Density

Department of Agriculture Economic Research Service to determine

(per square

population density for a given code based on the location of each hospital

mile)

or ASC. The population density is measured per square mile tract
according to the most recent 2010 RUCA code (Cromartie).

Ownership

Whether a hospital or ASC belongs to a larger group of hospitals/ASCs
as a part of a system or if it is independent (not part of a group). If a part
of a system the Ownership section includes the name of the parent
organization (e.g., Hospital Corporation of America or HCA).

Outpatient

“The total of undiscounted charges for services rendered by the reporting

Charges

entity. Sum of all charges must equal total charges, plus or minus 13”
(AHCA, 2010). Total outpatient charges from 2014 were used.

Outpatient

Total visits are the count of ambulatory (outpatient) procedures

Visits

performed at a facility. This data includes all ages (AHCA, 2015).
Outpatient visits from 2014 were used.

The violations were sorted by the following facility characteristics: name,
location, city, and facility type. The following additional variables were included to
answer the research questions for the current study: violation date and year, ownership,
total charges, accrediting body, outpatient visits, and for-profit status. Those were
followed by the deficiency data points including the survey type (state or federal),
violation tag (code), tag description, violation type (fire/life/safety or standard), whether
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the violation was related to perioperative services for hospitals, and the detailed findings
related to the identified deficiency. The database was initially compiled in Microsoft
Excel with separate tabs for the hospital dataset, ASC dataset, and a combined dataset
with both. It was then imported into SPSS for analysis.
Once the database was compiled, it was cleansed to ensure data was comparable
across the hospital and ASC settings. Determination were made as to whether hospital
deficiencies were comparable to ASC deficiencies. As such, only deficiencies that may
relate to perioperative services were included. Additional cleansing occurred to remove
duplicate state and federal violations. A detailed list of revisions to the original dataset
are included in Appendix V.
Data Analysis
The deficiency data was coded using scope and severity criteria. Data was coded
using CMS guidelines for nursing home surveys (CMS, 2015c). These guidelines assign a
point score for each deficiency from 0 to 175 points (see Appendix VI). Additional points
are also assigned if a citation falls under immediate jeopardy and/or if it involves the
following citations from the federal regulations: 42 CFR 483.13 resident behavior and
nursing home practices; 42 CFR 483.15 quality of life; or 42 CFR 483.25 quality of care.
Immediate jeopardy is used in nursing homes, ASCs, and hospitals and, thus, threatens
facility closure without immediate remediation of the cited deficiencies.
The nursing home federal regulations do not directly correspond with the federal
regulations covering hospitals and ASCs, but instead are covered in numerous sections
for each entity (see Appendix IV). As such, the increase in score for the three federal
regulations in nursing homes was not used in hospital and ASC scoring. This means that
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the scale for scoring hospitals and ASC survey findings ranged from 0 to 150 based on
the health inspection score, yet without the added weight from the nursing home specific
federal regulations.
The primary researcher coded the data using a sample from the newly developed
database. The sample consisted of a selection of hospitals and ASCs from different
locations for a variety of different citations. Sixteen hospital and sixteen ASC violations
were included in the dataset. The primary researcher, a CMS surveyor, and former
AHCA surveyor, independently coded the same sample. The independently coded sample
was then compared to the codes assigned by the primary researcher (see Appendix VII).
The team then reviewed any variation and agreed upon a new health inspection score for
any variation. Lessons learned from discrepancy were carried forward when the full
dataset was subsequently coded.
Once the full dataset was coded, the former AHCA surveyor validated the scope
and severity level assigned to each deficiency cited for the hospitals and ASCs.
Discrepancies among the primary researcher and the surveyors was managed through
discussions and review of the documentation to reach consensus on appropriate severity
level to reach a final health inspection score for each citation. For ratings that the
researchers could not agree upon, a secondary researcher with experience in nursing
home scope and severity surveys made a final determination (for a sample see Appendix
VIII).

Survey Deficiency Data as a Quality Measure for Hospitals and ASCs in Florida

37

Once a score was determined for each violation, scores were aggregated for each
individual institution. This aggregate score was translated into a ranking, similar to the
nursing home 5 star system derived from scope and severity surveys, between 1 and 4
based on the severity of the aggregated violations. A score of 4 being the best ranking
and 1 being the worst as outlined in Table 2.
Table 2. Deficiency Score Ranking System
Four point scale
Deficiency score of 50+ = 1 stars
Deficiency score of 20-49 = 2 stars
Deficiency score of 1-19 = 3 stars
Deficiency score of 0 = 4 stars
Severity of the Deficiency
Immediate jeopardy to resident
health or safety

Actual harm that is not
immediate jeopardy

No actual harm with potential for
more than minimal harm that is
not immediate jeopardy

No actual harm with potential for
minimal harm

Isolated
J

Scope of the Deficiency
Pattern
Widespread
K
L

50 points*

100 points*

150 points*

G

H

I

20 points

35 points

45 points

D

E

F

4 points

8 points

16 points

A

B

C

0 point

0 points

0 points

Ranking Score
1 star

2 stars

3 stars

4 stars
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The second phase included the analysis of the deficiency data to determine if
there was a difference in health inspection scores between hospitals and ASCs. This can
be accomplished through simple examination of the weighted findings that compare the
number of total deficiencies and the more severe deficiencies. A t-test was conducted
following the assignment of weighted values to each increasing level of severity, as has
occurred in nursing home research. The next step was to determine if that difference was
explainable by facility characteristics.
Descriptors were provided for the characteristics of the individual organizations in
the study reporting mean and modal values for continuous variables, and percentages for
categorical variables. The survey deficiency data was ranked on a 4-point scale, assigned
into categories, and described as frequency tables. Descriptive statistics on deficiencies
are reported by organizational characteristics. Multiple ordered logistic regression models
were estimated to explain factors contributing to a 4-star rating including ASC status,
outpatient volume, and system status.
Limitations/Delimitations
A major confounding factor when comparing hospitals and ASCs is that ASCs are
more selective of their patients (Paquette et al., 2008). Physicians are more likely to send
low-paying and higher-acuity patients to hospital-owned facilities (Gabel et al., 2008).
The challenge then becomes determining the best method for risk adjustment to control
for this acuity variation. As discussed previously some researchers have paid close
attention to risk adjustment, while others simply have listed it as a study limitation (most
often when evaluating a specific procedure’s efficacy in an ASC). In addition to
controlling for acuity, researchers encounter a number of other challenges when
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comparing ASC and hospital quality. For federal databases and states that do compile
ambulatory data, there is limited ability for researchers to determine secondary diagnoses
(Chukmaitov et al., 2008). There is also a risk that ASCs are underreporting data given
their lack of resources dedicated to the task; the federal government has only recently
started mandatory reporting and has yet to release results (Aston, 2014; Chukmaitov et
al., 2008). Additionally, the very low incidence of hospital transfers and mortality could
lead to errors in extrapolation (Fleisher et al., 2004). These limitations occur with patientlevel comparisons, but they are not an issue with the facility-level survey deficiency data
for the current study.
Survey deficiency data have limitations, nevertheless. Coding errors can occur
with tag numbers on the published reports. This limitation can be overcome be evaluating
the detailed survey findings to verify the accuracy of the tag. Also, the frequency and
distribution of surveys are not regular for non-life safety surveys conducted by AHCA.
Deficiencies are only cited when found, and surveys conducted with no deficiencies are
rare. For the current study, instances where no deficiencies were found were still included
in the database as they are a part of the sample population and excluding them would
drive the data towards higher average scores.
The surveys themselves also have a degree of subjectivity despite clear guidelines
from CMS because citations are based on the knowledge and discretion of the surveyor
and their supervisors. Additionally, the standards between hospitals and ASCs while
similar in a great many respects, also differ to reflect the care requirements for their
patient populations; thus survey findings between ASCs and hospitals offer similar
outcomes, but do not have identical survey criteria (see Appendix IV).
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The scope and severity scoring system also was used in a new capacity with
hospitals and ASCs. The scoring system used by CMS creates a weighted score through
multiple survey years to develop a five star rating system. Separate weights are assigned
for follow-up surveys and for each survey year with the most recent receiving heavier
consideration. The method followed in this analysis does not weight the scores beyond
the scope and severity score and proposes a four-star system based on this scoring
system.
The dataset also has issues with generalizability. The sample of hospitals in
Central West Florida represent a diverse group of facilities. Florida is not, however,
generalizable to the country at large. This issue exists in the nursing home use of scope
and severity scores with problems comparing scores across states given the variability in
enforcement of CMS conditions of participation (Castle et al., 2007; White & Hurd,
2006). Additionally, only a single year of data was available for comparison. In the CMS
nursing home scoring system three years of data are utilized and weighted towards the
most recent year with a minimum of two years needed to calculate a score (CMS, 2015c).
The findings only represent a snapshot in time and would not demonstrate conclusive
quality results for individual institutions in the dataset. As such, the findings may have
implications for further research and policy decisions but cannot answer questions for
areas outside the scope of study.
Expected Findings
Tables will be constructed to provide easy visualization of the results. This
included showing the results of each step of analysis: the health inspection scores for
ASCs and hospitals in aggregate, the results of the t-test, and the results of the regression
analysis (see Appendix IX). The investigator discussed the possible reasons for the
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results and variation in quality among hospitals and ASCs. Regulatory and policy
implications of the results were also addressed in relation to AHCA publication of survey
findings and their relevance for public transparency.
Protection of Human Subjects
All data utilized in the research comes from publicly available archival sources.
No patient identifiers are available in the survey data published by AHCA. The CMS’
state operations manual also provides specific instructions for the blinding of patient
information in survey deficiency data: “Give each patient in the sample a unique
identifier. Appropriate identifiable information should be kept on a separate identifier list.
Do not use medical record numbers, Social Security numbers, care unit or billing record
numbers to identify patients” (CMS, 2015a, 2015b).
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ARTICLE MANUSCRIPT
Abstract
The shift of care into an ambulatory setting calls for improved transparency of
quality outcomes across care settings. Past analysis comparing hospitals and Ambulatory
Surgery Centers (ASCs) has focused on patient outcomes, but is limited by issues of risk
adjustment. We applied methods used by CMS in the nursing home setting to standardize
facility-level survey data and measure quality across hospitals and ASCs in West Central
Florida. We then applied a four-point star system, ranking institutions based on aggregate
scores. We found that ASCs are 4.68 times more likely than hospitals to achieve the best
rating of 4 stars, whereas ASCs’ chances of earning 1 star are 78% lower than hospitals.
As there was a wide discrepancy in ratings across individual ASCs and hospitals, state
survey data represents a readily available resource for policymakers to improve consumer
interests in determining their site of care.
Introduction
Surgical volume at Ambulatory Surgery Centers (ASCs) now represents the
majority of all surgeries performed in the United States with approximately two in every
three procedures taking place in an ASC (Owens et al., 2014; Rohrich & White, 2001).
Previous studies have demonstrated the safety of procedures performed in ASCs and their
low complication rates as compared to the hospital setting (Chung & Mezei, 1999; Gold
et al., 1989; Warner et al., 1993). More recent studies have called this positive record into
question by studying opportunities for improvement particularly with high-risk
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populations (De Oliveira et al., 2015; Fox et al., 2014; Owens et al., 2014). As a result,
the quality of the service ASCs provide compared to those in a traditional hospital setting
is receiving increased attention. One major reason is that, despite ASCs’ low percentage
of complication rates, the sheer volume of procedures they now perform means that the
number of complications is actually quite large (Owens et al., 2014; Raval et al., 2011).
Healthcare decision makers are then faced with a dilemma determining the site of care for
outpatient surgery between and among hospitals and ASCs.
A major confounding factor when comparing ASCs and hospitals is that ASCs are
selective of patients receiving treatment (Paquette et al., 2008). Physicians are more
likely to send low-paying and higher-acuity patients to hospital facilities (Gabel et al.,
2008; Winter, 2003). The body of research comparing hospitals and ASCs illustrates the
difficulty in using data that compare outcomes at the patient level due to risk adjustment
from patient selectivity (Chukmaitov et al., 2008; Fleisher et al., 2007). Performing
facility-level comparisons would help control for issues with patient variation.
One avenue to make facility-level comparisons is to use state survey data. Survey
data allows for making facility-level comparisons of organizations based on criteria they
should be complying with regardless of the acuity of their patient population. For
example, a medication error or blocking a fire egress should not occur in any care setting
regardless of the complexity of care. In Florida, the Agency for Healthcare
Administration (AHCA) provides regulatory oversight for acute care hospitals and ASCs
among other healthcare institutions. As a part of this oversight AHCA conducts regular
surveys to certify these organizations, thus allowing them to obtain and keep the licensure
needed to operate. Survey findings are provided to the public based on the organization’s

Survey Deficiency Data as a Quality Measure for Hospitals and ASCs in Florida

44

evaluation of hospitals and ASCs. However, the organization does not have a database
that aggregates these findings by deficiency, but rather publishes online reports of
findings for hospitals and ASCs.
The transparency of the existing survey process for ASCs and hospitals also raises
a number of policy implications—the first of which is access to the information already
being collected during the survey process. The information is available to the public but
provides no frame of reference for an individual to evaluate survey findings for a given
facility. Any type of aggregate information comparing type and number of findings to a
facility’s region or the state as a whole is not publicly available. Severity of a given
finding is also not clearly elaborated upon by the individual conducting the survey.
Access to health-related information is a key driver of consumer perceptions of
positive health outcomes (Rice & Unruh, 2009). The imbalance of power between
stakeholders in the healthcare market leads to inefficiency and a lack of transparency
(Feldstein, 1989; Kaplan & Babad, 2011). Healthcare consumers have the least amount of
power in the market because the lack of information on their part has led to satisfaction
through higher healthcare consumption rather than improved outcomes (Carman et al.,
2010). The only way to shift this imbalance is at the cost of one of the parties (Feldstein,
1989; Kaplan & Babad, 2011). In the case of survey transparency, if patients utilized this
data in selecting their site of care changes in the system structure would come at the
expense of facilities who have low quality scores as has occurred in the nursing home
setting (Werner et al., 2016).
Because aggregate databases do not exist for hospital and ASC survey data, prior
research has not relied on such data as a resource. There is, however, considerable use of
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similar survey data in another setting—nursing homes (Arling et al., 2005; Castle, Diesel,
et al., 2010; Kelly et al., 2008). These studies largely use a standardized scale developed
by CMS for surveys conducted at nursing homes. This scale evaluates the scope and
severity of a given deficiency citation and assigns it one of 12 categories (see Appendix
I). Studies have drawn positive correlations between survey results and quality outcomes
(J. Chen et al., 2003; Griffith et al., 2002). Scope and severity evaluations provide an
easily identifiable reference point for activities that cause harm or have the potential to
cause harm.
The increasing shift of care into an ambulatory setting calls for improved
transparency of quality outcomes in hospitals and ASCs; application of scope and
severity measures to AHCA hospital and ASC survey findings provides a method for
standardizing facility-level comparisons to measure quality. The purpose of this study
was to determine if there is variation in quality outcomes between hospitals and ASCs as
measured by the scope and severity of deficiencies cited during AHCA regulatory
reviews. Secondarily, the study determined if a difference is explainable through facility
characteristics.
Study Data and Methods
Data In the current study, scope and severity are rated using a health inspection score
following the Nursing Home Compare guidelines (CMS, 2015c). This involved
aggregating AHCA data on hospital and ASC facilities for a single region to ensure
manageability of the manual data collection. The single area chosen was West Central
Florida given the high density of facilities offered within the region. Data for the newly
developed database was derived from publicly available archival sources. The hospital
deficiencies database includes information spanning approximately 18 months with a 6-
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month waiting period to certify results and the ambulatory surgery deficiency database
includes survey findings from 2007 through 2015. Thus, the only full year available for
comparison across both databases at the time of this study was 2014. The core deficiency
data was compiled from AHCA’s deficiency database for hospitals and for ASCs.
Additional descriptor data was compiled from AHCA’s query tool.
Once the database was compiled, it was cleansed to ensure data was comparable
across the hospital and ASC settings. The original dataset included 62 hospitals and 100
ASCs. Facilities that closed during or before 2014, non-surgical hospitals (e.g.,
rehabilitation, behavioral health), pediatric/children’s hospitals, and ASCs were removed
resulting in a final dataset of 41 hospitals and 97 ASCs. Determinations were then made
as to whether hospital deficiencies were comparable to ASC deficiencies. As such, only
deficiencies that may relate to perioperative services were included. Additional cleansing
occurred to remove duplicate state and federal violations. This resulted in a reduction
from 198 to 155 violations for hospitals and from 188 to 184 violations for ASCs. A
detailed list of revisions to the original dataset are included in Appendix V.
Health Inspection Score Application

The deficiency data was coded using scope

and severity criteria. Data coding used CMS guidelines for nursing home surveys with
the exclusion of the three federal regulations specific to nursing homes that add
additional points to a given citation (CMS, 2015c). The primary researcher first coded the
data using a sample from the newly developed deficiency database. Sixteen hospital and
sixteen ASC violations were included in the sample dataset. The primary researcher, a
CMS surveyor, and former AHCA surveyor, independently coded the same sample. The
independently coded sample was compared to the codes assigned by the primary
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researcher. The team reviewed any variation and agreed upon a final health inspection
score (see Appendix VII).
The full dataset was then coded collaboratively between the primary researcher
and CMS surveyor. To assess construct validity, the former AHCA surveyor then
reviewed the scope and severity level assigned to each deficiency cited for the hospitals
and ASCs. Discrepancies among the primary researcher and the surveyors were managed
through discussions and consensus on appropriate severity level to reach a final health
inspection score for each citation. For ratings that the three researchers could not agree
upon, a fourth researcher with experience in nursing home scope and severity surveys
made final determinations (see Appendix VIII).
Once a score was determined for each violation, scores were aggregated for each
individual institution. This aggregate score was translated into a ranking, similar to the
nursing home 5-star system, between 1 and 4 based on the severity of the aggregated
violations. A star rating of 4 being the best ranking and 1 being the worst (Exhibit 3).
Analysis

The second phase analyzed the deficiency data to determine if there was a

difference in health inspection scores between hospitals and ASCs. A t-test was
conducted following the assignment of weighted values to each increasing level of
severity. The survey deficiency data was ranked on a 4-point scale, assigned into
categories, and described as frequency tables. Ordered logistic regression was estimated
to explain factors contributing to a 4-star rating including ASC status, outpatient volume,
and system status. The odds ratios for findings of significance were calculated to
determine scope of variations.
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Annual standards surveys are not conducted on accredited facilities and as

a result the number of deficiencies citing actual harm are more limited than might occur
if privately accredited facilities were included. Presumably more patient complaints are
filed with organizations that have greater quality problems; however, no research exists
to confirm this speculation. Thus, complaint surveys may not be appropriately
distributed.
Additionally, the standards between hospitals and ASCs, while similar in a great
many respects, also differ to reflect the care requirements for their patient populations;
thus, survey findings between ASCs and hospitals offer similar outcomes, but will not
have identical survey criteria. In terms of generalizability, the organizations in West
Central Florida represent a diverse group of facilities, but the results are not generalizable
to the country at large. Additionally, only a single year of data was available for the
comparison. In CMS’s nursing home scoring system three years of data are utilized and
weighted towards the most recent year with a minimum of two years needed to calculate
a score (CMS, 2015c). As such the findings only represent a snapshot in time and would
not demonstrate conclusive quality results for comparison of an individual institution.
Overall, the shortcomings of the instruments used in the data collection process are
outweighed by the mechanisms to control for validity and reliability imposed by CMS
and by extension AHCA.
Study Results
In total we reviewed deficiency data for 97 ASCs and 41 hospitals. This included
223 deficiency citations for ASCs and 159 deficiency citations for hospitals. Exhibit 1
reports the organizational characteristics of the two groups. There were no statistically
significant differences in the organizational characteristics between the two groups.
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Exhibit 1: Organizational Characteristics

ASC (%)

Hospitals (%) Significance

N
97 (70.29%)
System/Group Ownership
System
70.10%
Independent
29.90%
Outpatient Surgical Volume (mean)
3,762
Outpatient Surgical Volume (count)
Less than 1,000
9
1,001 - 3,000
35
3,001 - 5,000
35
5,001 +
18

41 (29.71%)
90.20%
9.76%
5,882
2
15
10
14

.174

.950
.203
.472

A t-test confirmed that there was a statistically significant difference between
hospitals and ASCs based on their deficiency scores (N=382), p =.001. Hospitals had on
average a much higher aggregate deficiency score than ASCs, though none of the
facilities had inspections that resulted in a J, K, or L triggering immediate jeopardy
(Exhibit 2).
Exhibit 2: Deficiency Rating
N
Score
Mean Deficiency Score
Median Deficiency Score
Mean Organizational Score
Median Organizational Score
Rating Frequency
No Violation
A
B
C
D
E
F
G
H
I, J, K, L
Total Citations

ASC Deficiencies

Hospital Deficiencies

223

159

6.67
4
15.34
8

9.93
8
38.49
28

39
2
0
1
84
52
41
4
0
0
184

4
8
1
3
30
54
46
11
2
0
155
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Violation Type
Standard
Fire/Life/Safety
No Violation

58
126
39

50

55
100
4

Next we performed an ordinal regression to determine the difference between
hospitals and ASCs under the ranking system, while controlling for other key variables.
Control variables included system ownership and outpatient volume. It has been posited
that health systems may benefit from the improved availability of quality resources
(Chukmaitov et al., 2008). Additionally, studies have shown that patient outcomes
improve with increases in case volume (Birkmeyer et al., 2002; Chukmaitov et al., 2010).
Thus, both variables were included to determine if they were a factor in the quality
ratings between hospitals and ASCs.
Based on the ordinal regression, volume and system ownership were not
significant factors, and the only variable which contributed to an institution’s star rating
was whether it was an ASC or a hospital (N=138), p<.001. The heavier distribution of
more serious violations for hospitals than for ASCs resulted in a lower overall star rating
(Exhibit 3). ASCs are 4.68 times more likely than hospitals to achieve 4 stars. Whereas,
ASCs chances of earning 1 star are 78% lower than hospitals.
Exhibit 3: Ranking Outcome

Ranking (mean)
Ranking Distribution (count)
1 Star (lowest ranking)
Deficiency score of 50+
2 Stars
Deficiency score of 20-49
3 Stars
Deficiency score of 1-19
4 Stars (highest ranking)
Deficiency score of 0

ASC (%)

Hospitals
(%)

Odds Ratio

3.01

2.20

5

11

.22

28

16

.43

25

9

1.69

39

5

4.68
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Discussion
Research largely supports survey processes and findings correlating with
improved quality outcomes for patients (Braithwaite et al., 2010; J. Chen et al., 2003;
Greenfield & Braithwaite, 2008; Griffith et al., 2002; Schmaltz et al., 2011). Scope and
severity has been used as a quality indicator in past research and has been demonstrated
as highly reliable (Hyer et al., 2011; Lee et al., 2006; Mukamel et al., 2013; Rowland et
al., 2009). This study extends that research by demonstrating that scope and severity can
be applied to other settings of care and produce meaningful information for healthcare
policymakers and consumers.
The results of this study support research that demonstrates strong quality
outcomes in ASC settings (Chukmaitov et al., 2010; Grisel & Arjmand, 2009; Trentman
et al., 2010). It also supports concerns about individual patient outcomes at both ASC and
hospital facilities as there was wide variation in number and severity of citations across
institutions (Fleisher et al., 2004; Owens et al., 2014; Raval et al., 2011). The most
common standard-level violations were related to discharge orders, patient safety
officers, administration of drugs, and nursing care processes. Discharge orders and
nursing care process issues typically followed a patient complaint or poor outcome
resulting in a survey. Administration of drugs included expired medication and not
following doctors’ orders by either not administering an ordered drug or administering
the wrong dose. Overall, there were far fewer standard-level citations than
Fire/Life/Safety, though they were typically more serious and of a more limited scope.
Both organization types had a substantial number of Fire/Life/Safety violations.
The most commonly cited Fire/Life/Safety violations dealt with electrical safety,
emergency lighting, medical gases, and sprinkler systems. Some of these violations were
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quite serious safety risks (e.g., using daisy chains of power strips for electrocautery
equipment during OR procedures).
There was clear differentiation between hospitals and ASCs not only in the
number of citations, but also in the severity. When reviewing survey citations for
hospitals, the ratings team observed a greater number of instances of documented patient
harm than in ASCs. During the data period Hospitals received 13 citations for actual
harm (G and above on the scope and severity scale), compared to 4 for ASCs. Based on
the proposed 4-point star rating, these more severe citations disqualify an institution from
receiving 3 or 4 stars.
One potential reason for hospitals faring worse than ASCs is the complexity of
the institutions. As volume was not a significant factor in institutional quality it would
not play into the complexity question, but rather there is the potential that the hospital
system structure itself is so complex (thousands of employees, multiple departments,
multifaceted reporting and administrative structures, etc.) that it increases the likelihood
of harm for patients.
Both hospitals and ASCs should consider modeling the organizations that
consistently achieve few citations. Thirty-nine ASCs and four hospitals were surveyed in
some capacity during 2014, but had no citations during their on-site surveys. Moreover,
the researchers reviewed data from 2013 and 2015, where available, and anecdotally
observed that many of these organizations either had very few or no citations in other
years. Further research exploring structures in place at these better performing
organizations could produce valuable insights for facilities across the country. Similarly,
poorly performing institutions may offer their own insights. Extending this research to
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larger geographic areas and across multiple years would also provide value in making
individual facility comparisons and verifying institutional scores.
Policy Implications
Careful selection of the site of care is an important factor that can influence
patient outcomes (Fleisher et al., 2004). Currently, data availability remains a major issue
for consumers in selecting their site of care (Hanoch & Rice, 2011). Where data is
available, controlling for selection-bias and case complexity is difficult (Gabel et al.,
2008; Paquette et al., 2008; Winter, 2003). Using survey data helps overcome these
barriers and provides a method for easier interpretation by the public (e.g., star-rating
system).
The variation among individual institutions demonstrates the need for improved
public transparency. Utilizing a simple scale, such as the 4-point system in this research,
provides an easy-to-understand ranking system for consumers to evaluate their potential
site of surgical care. Currently there are few incentives for hospitals and ASCs to
proactively address less severe deficiency violations as there are only major
consequences for citations that could result in fines or immediate jeopardy of an
organization’s licensure. Improving public transparency would help develop pressure for
organizations to address these less severe violations in efforts to derive a 3 or 4 star
rating.
Nationally and at the state level the government is investing substantial resources
in surveying hospitals and ASCs for compliance with CMS standards. The apparatus for a
scope and severity system is already in place and could be implemented with minimal
cost to state and federal governments. State health departments have expertise in scope
and severity ratings from nursing homes and could use this institutional knowledge to
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transfer utilization to hospitals and ASCs. If CMS or state governments were to set
standards for a deficiency scale, similar to the star system in this study, it could drive
improvements in quality in both hospitals and ASCs.
Conclusion
Overall, study results demonstrated that ASCs had better quality outcomes than
hospitals with individual facilities across both organization types having significant room
for improvement. Facilitating transparency through healthcare regulation, like scope and
severity, can improve health outcomes (Nunes et al., 2011). Implementing the system
proposed in this research, as has been done in the nursing home setting, provides a lowcost mechanism for states and the federal government to improve outcomes across care
settings.
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APPENDICES
Appendix I: Scope and Severity Scale

Severity of the Deficiency
Immediate jeopardy to resident
health or safety
Actual harm that is not
immediate jeopardy
No actual harm with potential
for more than minimal harm
that is not immediate jeopardy
No actual harm with potential
for minimal harm

Scope of the Deficiency
Isolated
Pattern
Widespread
J
K
L
G

H

I

D

E

F

A

B

C
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Appendix II: CMS ASC Quality Reporting Payment Determination
Measures for CY 2014 Payment Determination
•

ASC-1 Patient Burn

•

ASC-2 Patient Fall

•

ASC-3 Wrong Site, Wrong Side, Wrong Patient, Wrong Procedure, Wrong Implant

•

ASC-4 Hospital Transfer/Admission

•

ASC-5 Prophylactic Intravenous (IV) Antibiotic Timing

Measures for CY 2015 Payment Determination
•

ASC-1 Patient Burn

•

ASC-2 Patient Fall

•

ASC-3 Wrong Site, Wrong Side, Wrong Patient, Wrong Procedure, Wrong Implant

•

ASC-4 Hospital Transfer/Admission

•

ASC-5 Prophylactic Intravenous (IV) Antibiotic Timing

•

ASC-6 Safe Surgery Checklist Use

•

ASC-7 ASC Facility Volume Data on Selected ASC Surgical Procedures

Measures for CY 2016 Payment Determination
•

ASC-1 Patient Burn

•

ASC-2 Patient Fall

•

ASC-3 Wrong Site, Wrong Side, Wrong Patient, Wrong Procedure, Wrong Implant

•

ASC-4 Hospital Transfer/Admission

•

ASC-5 Prophylactic Intravenous (IV) Antibiotic Timing

•

ASC-6 Safe Surgery Checklist Use

•

ASC-7 ASC Facility Volume Data on Selected ASC Surgical Procedures

•

ASC-8 Influenza Vaccination Coverage among Healthcare Personnel
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Appendix III: Data Source Examples
ASC Descriptor Data Example

69

Survey Deficiency Data as a Quality Measure for Hospitals and ASCs in Florida
ASC Inspection Report List Example
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ASC Inspection Report Example
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Hospital Descriptor Data Example
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Hospital Inspection Report List Example

Hospital Inspection Report Example
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Closure Report Example

AHCA Query Tool Example
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Rural-urban commuting area codes (RUCA) Example
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Appendix IV: Regulations and Interpretive Guidelines
ASC Specific Conditions for Coverage
§416.40 Condition for Coverage: Compliance With State Licensure Law
§416.41 Condition for Coverage: Governing Body and Management
§416.42 Condition for Coverage: Surgical Services
§416.43 Condition for Coverage: Quality Assessment and Performance Improvement
§416.44 Conditions for Coverage: Environment
§416.45 Condition for Coverage: Medical Staff
§416.46 Condition for Coverage: Nursing Service
§416.47 Condition for Coverage: Medical Records
§416.48 Condition for Coverage: Pharmaceutical Services
§416.49 Condition for Coverage: Laboratory and Radiologic Services
§416.50 Condition: Patient Rights
§416.51 Condition: Infection Control
§416.52 Condition: Patient Admission, Assessment and Discharge
Hospital Regulations and Interpretive Guidelines
§482.2 Provision of Emergency Services by Nonparticipating Hospitals
§482.11 Condition of Participation: Compliance with Federal, State and Local Laws
§482.12 Condition of Participation: Governing Body
§482.13 Condition of Participation: Patient's Rights
§482.21 Condition of Participation: Quality Assessment and Performance Improvement
Program
§482.22 Condition of Participation: Medical staff
§482.23 Condition of Participation: Nursing Services
§482.24 Condition of Participation: Medical Record Services
§482.25 Condition of Participation: Pharmaceutical Services
§482.26 Condition of Participation: Radiologic Services
§482.27 Condition of Participation: Laboratory Services
§482.28 Condition of Participation: Food and Dietetic Services
§482.30 Condition of Participation: Utilization Review
§482.41 Condition of Participation: Physical Environment
§482.42 Condition of Participation: Infection Control
§482.43 Condition of Participation: Discharge Planning
§482.45 Condition of Participation: Organ, Tissue and Eye Procurement
§482.51 Condition of Participation: Surgical Services
§482.52 Condition of Participation: Anesthesia Services
§482.53 Condition of Participation: Nuclear Medicine Services
§482.54 Condition of Participation: Outpatient Services
§482.55 Condition of Participation: Emergency Services
§482.56 Condition of Participation: Rehabilitation Services
§482.57 Condition of Participation: Respiratory Services
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Appendix V: Dataset Revisions
Hospital and ASC Dataset Revisions
State and Federal

State and federal violations were maintained in the dataset unless

Violations

the citation was for the same observed deficiency. In many
hospital cases deficiency citations overlapped and state and
federal violations were combined. ASC state and federal
citations did not overlap and thus were not combined.

Open Investigations Inspection reports and other related documentation on
open/pending investigations by the state are not public record
and thus are not included in the dataset.
No Deficiencies

39 ASCs and 4 hospitals had no deficiencies cited in 2014.
These were included in the dataset for comparison purposes.

Specialty Hospitals

Any hospitals that were not general adult acute care facilities

and ASCs

were excluded from the dataset. These specialty hospitals
included:
•

2 Children’s hospitals

•

9 Rehabilitation and long-term care hospitals

•

8 Behavioral health hospitals

Likewise ASCs that did not serve a general adult population
were removed, this included:
•

2 Children’s/Pediatric ASCs

Survey Deficiency Data as a Quality Measure for Hospitals and ASCs in Florida
Hospital Dataset Revisions
Description

Definitions

Closed and new

Any hospitals closed during the data period were removed. This

hospitals

included one facility. Any hospitals opened during or after the
data period were removed. This included one new facility.

Involving

Any citations related to perioperative services including Pre

Perioperative

Admission Testing, Pre-operative, Operative, PACU (Post

Services

Anesthesia Care Unit) and Post-operative (phase II) recovery
areas under surgical services. Ancillary areas such as sterile
processing and sterile storage are included. Areas related to
endoscopy are also included under this definition.

Life/Safety

Life/Safety violations that included widespread issues such as
those with sprinkler systems are included as they have the
potential to impact perioperative services unless the citation
was for a particular non-perioperative department (e.g., neuro
intensive care) and not house wide. In the few cases where a
particular department or the whole hospital was not mentioned
the violation is assumed to be widespread and was included.
Facility issues such as oxygen storage and boiler issues were
included.

Dietary violations

Violations related to dietary services were excluded as they are
not a major factor in ASC surveys. There were two exceptions
where dietary citations were included as they were a failure to
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assess patient nutritional needs, which could apply to postoperative recovery. However, violations related to commercial
cooking equipment such as ventilation hood fire suppression
systems in the main hospital kitchen were excluded.
Nursing Care Plan

Citations related to a failure to follow a nursing care plan were
included except where it was not a widespread issue and the
violation was tied to a non-perioperative patient (e.g., hospital
acquired skin issue on an inpatient floor).

Patient Safety,

Violations related to patient safety, hospital governance, and

Risk and

risk management were included in the dataset. Patient safety

Governance

violations were only excluded if they were not widespread and
specifically related to an issue in a non-perioperative
department.

Emergency

Violations related to provision of emergency services were

Services

excluded for comparison (e.g., compliance with 489.24)

Code Cart

Code cart violations were included in the dataset even if cited in
a non-perioperative setting.

79

Survey Deficiency Data as a Quality Measure for Hospitals and ASCs in Florida
ASC Dataset Revisions
Closure

One ASC closed in 2012 and was removed from the dataset.
One ASC closed in July of 2015 and as it had a full review in
2013 and 2014 this facility was kept in the dataset.

Specialty ASCs

Any ASCs that did not serve a general adult population were
removed, this included:
•

2 Children’s/Pediatric ASCs

ASC with a particular service line specialty (e.g., spine or
endoscopy) remain in the dataset.
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Appendix VI: Health Inspection Score
Health Inspection Score: Weights for Different Types of Deficiencies
Severity of the Deficiency
Immediate jeopardy to resident
health or safety

Actual harm that is not immediate
jeopardy

No actual harm with potential for
more than minimal harm that is not
immediate jeopardy

Scope of the Deficiency
Isolated
Pattern
Widespread
J
K
L
50 points*

100 points*

150 points*

(75 points)

(125 points)

(175 points)

G

H

I

20 points

35 points

45 points

(40 points)

(50 points)

D

E

F

4 points

8 points

16 points
(20 points)

No actual harm with potential for
minimal harm

A

B

C

0 point

0 points

0 points

Note: Figures in parentheses indicate points for deficiencies that are for substandard
quality of care. Shaded cells denote deficiency scope/severity levels that constitute
substandard quality of care if the requirement which is not met is one that falls under the
following federal regulations: 42 CFR 483.13 resident behavior and nursing home
practices; 42 CFR 483.15 quality of life; 42 CFR 483.25 quality of care.
*If the status of the deficiency is “past non-compliance” and the severity is Immediate
Jeopardy, then points associated with a ‘G-level” deficiency (i.e. 20 points) are assigned.
When there are only two standard health surveys, the most recent receives 60 percent
weight and the prior receives 40 percent weight.
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Appendix VII: Example of Sample Ratings

Tag
K0018

H0094

K0049

H0020

Violation
CORRIDOR
DOORS
PHARMACY Administration of
Drugs
ELECTRICAL
SAFETY
PATIENT RIGHTS
& CARE Reassessment

Researcher
1
Deficiency
Weight

Researcher
2
Deficiency
Weight

Researcher
3
Deficiency
Weight

Agreed Upon
Determination

E

E

F

F

G

D

D

D

E

F

D

E

G

G

G

G

E

B

D

B

H0119

PATIENT RIGHTS
& CARE - Add'l
Policy/Procedur
NURSING
SERVICE-Std of
Practice &
Policy/Proc

H

D

D

D

H0408

RM Prog - Pt
Grievance Analysis

F

F

D

F

H

F

E

F

G

D

D

D

D

D

F

D

H

G

G

G

E

D

F

E

F

D

E

D

C

A

C

A

H0029

A0405

H0120

K0116

A0395

K0076

K0109

H0426

ADMINISTRATION
OF DRUGS
NURSING
SERVICE - Care
Process
EMERGENCY
MANAGEMENT
PLAN
RN SUPERVISION
OF NURSING
CARE

MEDICAL GAS
GENERATOR
MAINTENANCE &
TESTING
PATIENT SAFETY
OFFICER AND
COMMITTEE

Reasoning
There were 7 incidents
so it is widespread
No actual harm was
documented
There were 3 incidents,
but not more so it is a
pattern

No disagreement
Two of six patients so it is
a pattern.
As it is a letter there is no
harm and
minimal potential for
actual harm
No actual documentation
of harm and
the issue was isolated to
two patients
Documented 9 grievances,
which would consider this
widespread
No documentation of
actual harm.
Ratio of records without
medication is high
No documentation of
actual harm
Refers to submittal letter
not
actual plan and is thus
isolated
Actual harm documented
for a
single patient
Refers to multiple
cylinders in a
single location
Just a single generator test
and
thus isolated
Have committee in place,
but do not have a single
outside person
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Appendix VIII: Example of Disputed Ratings
Tag

Q243
K067
K046

Violation
Infection
control
program
direction
HVAC
Equipmen
t
Emergenc
y lighting

Original
Score
D

E
D

K109

Life Safety
Code
Generator
maintena
nce and
testing

K050

Fire Drills

E

K116

emergenc
y
managem
ent plan

Q202

Radiologic
services

D

K147

D

Reviewer Score
F - Based on number
of areas potentially
affected
F - Based on number
of areas potentially
affected
E - area confined to
OR
F - Based on number
of areas potentially
affected

D

F - Based on number
of areas potentially
affected

E

F - Based on number
of areas potentially
affected

Response

Final
Score

Deficiency
Weight

D

D

4

E

E

8

E

E

8

D

D

4

D

D

4

E

E

8

E

E

8

D

D

4

F - Based on number
of areas potentially
affected
E - only all radiology
patients potentially
affected

Comments

More
serious and
cited in the
past on
similar
issue with
fire drills
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Appendix IX: Results Tables
T-Test

Group Statistics
ASC Status
Deficiency Weight

N

Mean

Std. Deviation

Std. Error Mean

Hospital

155

10.181

6.4952

.5217

ASC

184

8.087

5.0865

.3750

Independent Samples Test
Levene's Test
for Equality of
Variances

t-test for Equality of Means
95% Confidence
Interval of the

Sig.

F
Deficiency

Equal

Weight

variances

16.635

Sig.

Difference

(2-

Mean

Std. Error

tailed)

Difference

Difference

337

.001

2.0937

.6294

.8556

3.3317

3.259 289.252

.001

2.0937

.6425

.8291

3.3582

t

.000 3.326

df

Lower

Upper

assumed
Equal
variances
not
assumed
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PLUM – Ordinal Regression

Case Processing Summary
Marginal
N
StarRating

ASC Status

OutpatientSurgeryVolume

Health System

Percentage

1.00

15

11.2%

2.00

44

32.8%

3.00

33

24.6%

4.00

42

31.3%

ASC

93

69.4%

Hospital

41

30.6%

Less than 1,000 cases

13

9.7%

1,000 to 3,000 cases

49

36.6%

3,001 to 5,000 cases

30

22.4%

5,001 or more cases

42

31.3%

Independent

74

55.2%

System

60

44.8%

134

100.0%

Valid
Missing

4

Total

138

Model Fitting Information
Model

-2 Log Likelihood

Intercept Only

129.890

Final

107.638

Chi-Square

df

22.253

Link function: Logit.

Goodness-of-Fit
Chi-Square

df

Sig.

Pearson

44.861

34

.101

Deviance

49.108

34

.045

Link function: Logit.

Sig.

5

.000
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Pseudo R-Square
Cox and Snell

.153

Nagelkerke

.165

McFadden

.063

Link function: Logit.

Parameter Estimates
95% Confidence Interval
Std.
Estimate
Threshold [StarRating = 1.00]

-1.532

[StarRating = 2.00]

.528

[StarRating = 3.00]
[Type=.00]

Location

Error

Wald

df Sig.

Lower

Upper

Bound

Bound

.416 13.549

1 .000

-2.348

-.716

.392

1.811

1 .178

-.241

1.296

1.673

.413 16.405

1 .000

.863

2.482

1.925

.469 16.826

1 .000

1.005

2.844

.

.

.

0a

.

.

[OutpatientSurgeryVolume=1.00]

.037

.590

.004

1 .950

-1.120

1.194

[OutpatientSurgeryVolume=2.00]

-.495

.389

1.617

1 .203

-1.258

.268

[OutpatientSurgeryVolume=3.00]

-.328

.456

.517

1 .472

-1.222

.566

[OutpatientSurgeryVolume=4.00]

0a

.

.

.

.

.

-.579

.426

1.844

1 .174

-1.415

.257

0a

.

.

.

.

[Type=1.00]

[System=.00]
[System=1.00]

0

0

0

.

Link function: Logit.
a. This parameter is set to zero because it is redundant.

Cell Information
Frequency
StarRating
ASC Status OutpatientSurgeryVolume Health System
ASC

Less than 1,000 cases

2.00

3.00

4.00

Independent Observed

0

4

1

5

Expected

.514

2.469

2.737

4.280

1.123 -1.232

.460

Pearson Residual
System

-.736

Observed

0

0

1

0

Expected

.029

.163

.236

.572

-.174

-.441

Independent Observed

0

11

5

12

Expected

2.366

9.391

7.694

8.549

Pearson Residual
1,000 to 3,000 cases

1.00

1.800 -1.155
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Pearson Residual -1.608
System

2

0

4

0

Expected

.295

1.436

1.631

2.637

4

3

3

Expected

.724

3.074

2.783

3.419

-.884

.635

.153

-.279

Observed

1

2

3

4

Expected

.419

2.136

2.635

4.810

Pearson Residual

.916

-.105

.262

-.513

Independent Observed

1

7

6

8

Expected

1.172

5.564

6.048

9.216

Pearson Residual

-.163

.704

-.023

-.525

Observed

0

0

1

5

Expected

.183

1.006

1.435

3.376

-.435 -1.099

-.416

1.337

System

Pearson Residual
Less than 1,000 cases

System

Observed

0

1

1

0

Expected

.345

.896

.434

.326

-.645

.148

.972

-.624

Independent Observed

1

0

0

0

Expected

.387

.445

.108

.060

1.257

-.895

-.347

-.253

Observed

3

8

3

0

Expected

3.664

6.632

2.266

1.438

Pearson Residual

-.404

.732

Observed

3

2

3

2

Expected

2.307

4.709

1.792

1.191

.520 -1.716

.996

.789

Pearson Residual
1,000 to 3,000 cases

Pearson Residual
System

3,001 to 5,000 cases

System

Pearson Residual
5,001 or more cases

.532 -1.266

Independent Observed

2

1

0

0

Expected

.835

1.420

.460

.286

1.501

-.485

-.737

-.562

Observed

2

4

2

3

Expected

1.955

4.963

2.344

1.739

.036

-.584

-.253

1.043

Pearson Residual
System

Pearson Residual
Link function: Logit.

2.173 -2.169

0

System

Hospital

3.219 -1.374

Independent Observed

Pearson Residual

5,001 or more cases

1.416

Observed

Pearson Residual
3,001 to 5,000 cases

.644 -1.141
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Test of Parallel Linesa
Model

-2 Log Likelihood

Null Hypothesis
General

Chi-Square

df

Sig.

107.638
95.693

11.944

10

.289

The null hypothesis states that the location parameters (slope coefficients) are the same
across response categories.
a. Link function: Logit.

Odds Ratio

Odds
Ratio

ASC
Status
ASC

Hospital

Total

Odds
Ratio

Estimated Cell
Probability for
Response
Category: 1.00
Mean
N
Std.
Deviation
Mean
N
Std.
Deviation
Mean
N
Std.
Deviation

Estimated Cell
Probability for
Response
Category: 2.00

Estimated Cell
Probability for
Response
Category: 3.00

Estimated Cell
Probability for
Response
Category: 4.00

0.0613
93

0.2714
93

0.2710
93

0.3963
93

0.01806
0.2315
41

0.05285
0.4650
41

0.01003
0.1806
41

0.07819
0.1229
41

0.04542
0.1134
134

0.01086
0.3306
134

0.02584
0.2433
134

0.02688
0.3127
134

0.08393

0.09994

0.04493

0.14297

0.217

0.429

1.69

4.68

